Partnerships are at the center of the Hospital of the University of Pennsylvania Nursing Excellence Professional Practice (HUP-NEPP) model. Through the use of collaboration, skilled communication, and respectful workplace, partnerships can be formed, leading ultimately to world-class patient care. At HUP, interdisciplinary partnerships are evidenced by the clinical nurses through shared governance. This article describes the components necessary to form successful partnerships.
T
HERE is no mistake that partnerships are at the center of the Hospital of the University of Pennsylvania Nursing Excellence Professional Practice (HUP-NEPP) model. Each construct of this model creates multidirectional building blocks culminating in world-class patient care. The parameters of the model-respectful workplace, collaboration, and skilled communication-provide an indispensable framework for excellence in professional practice and successful nursing outcomes. The effectiveness of the clinical processes is only as successful as the interconnectedness between stakeholders and the interface of collaborative efforts. 1 Evidence of making a difference in the lives of those we serve is not determined unilaterally. 1 Partnerships are necessary for communication through the disciplines, exchanging of ideas, and peer review process to maintain quality outcomes. Partnerships in the HUP-NEPP are grounded in the belief that the clinical partners are at risk together and equally responsible for decision making and clinical outcomes. There is a mutual ownership of the principles based on respectful workplace, skilled communication, and collaboration. Clinical partners include, but are not limited to, physicians, nurses, therapists, and pharmacists. We also have nonclinical partners bringing about a shared ownership of patient satisfaction and quality outcomes. A final realm of partnerships involves integrated primary nurses with patients and families and their bidirectional dialogue through the care continuum and patient education.
At the HUP, nursing leaders and clinical caregivers are involved in decision making that initiates change through shared governance and interdisciplinary work groups. Unit-based clinical nurse specialists and clinical educators function as resources in collaboration with the clinical nurse. This partnership supports the clinical nurse in evidence-based practice and decision making. Collaborative working relationships not only provide a service but also foster adherence 50 NURSING ADMINISTRATION QUARTERLY/JANUARY-MARCH 2010 to the interdisciplinary plan of care. Nurses are viewed as integral to the organizations' ability to provide quality service. The essence of nursing's leadership is demonstrative in shared partnerships and has led to the diffusion and development of a hospital-wide shared governance model and unit-based clinical leadership program (to be discussed later).
Complexity theory helps us to understand how organizations and environments adapt to changing circumstances over time. 1 When interdisciplinary teams converge, complexity is prevalent and there is bound to be a normative crisis. A normative crisis should be viewed as routine and a fundamental element to everyone's personal experiences and life processes. More attention has to be paid to developing (1) adaptation, (2) anticipation, and (3) coping mechanisms that assist in accommodating crises effectively. 1 Interdisciplinary partners must explore new ways to experiment, create pilots, express autonomy, become more intuitive, and have the freedom to create knowledge at the edge of innovation.
Expectations are established for high levels of achievement and all partners of the organization agree and adhere to this realization. Interdisciplinary partnerships are integral to achieving the organization's goals of providing world-class patient care.
In order to facilitate a smooth partnership between diverse and complex disciplines, there needs to be a change in the interactions between traditional roles. By focusing on the goal, without distinction of title, function, or task, a "boundary-less" interdisciplinary partnership may be formed. 2 The traditional hierarchical model is inadequate with a "boundary-less"partnership (see Fig 1) .
HETERARCHIAL MODEL
A hierarchical model is leader based and does not take into account input from those closest to the problem, whereas a heterarchial model (see Fig 2) offers a different method of viewing organizational structure. The heterarchial model offers a multidirec- tional design so that all clinical partners have equal status and position. Employees are encouraged to participate in the decisionmaking process and take ownership of the common goal. This results in a synergistic relationship between employees and the leaders, as well as a move toward self-directed management.
THREE EXEMPLARS OF WEAK PARTNERSHIPS CULMINATING IN CRISIS AND RESOLUTION

Emergency department exemplar
The emergency department (ED) had a disruption in nursing leadership when the clinical director of 15 years left the organization abruptly. Because the ED nurses directly reported to the physician ED chairman, there was a feeling of disconnectedness from the hospital nursing department. In addition, the ED had a history of alienation among disciplines that contributed to uncertainty about the future. The ED was in crisis.
There were a number of interrelated complex issues that needed to be taken into consideration and addressed before the crisis could be managed in a positive and creative way. Through the partnering of the chief nursing officer (CNO) and ED chairman, an improved working relationship evolved. The goal was to provide nursing leadership and stabilize the ED. Through the authentic leadership of the CNO, an interim clinical director with ED experience was brought in from another nursing department.
The new clinical director worked as the conduit between the ED and nursing administration to foster an improved and enhanced partnership. Frequent open forums were held with staff and leaders, including the CNO, to identify concerns and changes believed important to stabilize and move the department forward. Staff recognized the same issues that leadership had identified.
Consistency was established for work policies related to staffing and disciplinary process. Just-in-time or on-the-spot verbal agreements (driveway meetings) ceased and staff were held accountable to established hospital policies. Changes were seen quickly throughout the department and hospital-wide. True to the HUP-NEPP model, the clinical director began to establish structure, process, and outcomes that revolved around respectful workplace, bidirectional communication, and collaboration. She then began the journey to address vacancy rate, budget variance, and nurse and patient satisfaction. The middle managers formed a partnership with the new clinical director that was collaborative, respectful, and evident to the staff. Evaluative outcomes over the next year resulted in performance appraisal compliance improving from 20% to 100%, vacancy rate going down from 35% to 8%, and RN satisfaction having a statistically significant improvement according to the National Database of Nursing Quality Indicators (NDNQI) RN Satisfaction Survey in the categories of decision making, autonomy, professional development, and job enjoyment.
Postanesthesia care unit exemplar
From 2004 to 2005, the NDNQI RN Satisfaction Survey results for the clinical nurses in the postanesthesia care unit (PACU) had decreased significantly. Scores for each area were examined, and the comparison data used from the national sample of more than 17 000 surgical services nurses to look for trends in RN satisfaction for this specialty across the country.
Nursing leadership shared the results with the PACU staff, and the clinical nurses were given the opportunity to brainstorm and strategize about the ways to address areas that were of greatest concern to them. These clinical nurses provided insights to the factors that contributed to decreased satisfaction among clinical nurses. They identified (1) feeling overwhelmed by nurse-to-patient ratio of 1:3; (2) inefficient and inadequately staffed patient transporters; (3) strained relationships among clinical nurses; (4) perceptions that the patient care responsibilities were not fairly distributed; (5) wanting to be more involved in clinical and administrative decisions; and (6) feeling that their opinions regarding patient care were not always valued by anesthesiologist and surgeons. Based on this information, a staff retreat was held to develop annual unit plans. As a result of this retreat, clinical nurses determined ways to improve their work satisfaction. Clinical nurses expressed the need to align their practice with standards from the American Society of PeriAnesthesia Nursing (ASPAN) and so these professional standards for staffing were implemented.
The nurse-to-patient ratio is now 1:2 and 6 additional transporters were hired on the basis of a study of transport needs and delays. 
Labor and delivery exemplar
Overall labor and delivery clinical nurse satisfaction dropped significantly over a 2-year period. Morale was low; clinical nurse and nurse manager turnover was high. RN-MD relationships were strained, which cascaded over to other units within the Nursing Department of Women's Health. Staff did not feel that their opinions counted. They verbalized that they wanted to see improvement that would positively affect their work environment, in order to deliver quality care to their patients. The medical staff partners frequently defined the L&D culture "toxic" for team work.
An interdisciplinary work group was formed with an outside consulting firmCenter For Applied Research-specializing in strategy, change, and collaboration.
The action plans created included the following:
• Joint report between nursing, obstetric, and anesthesia twice a day. 
NASCENT PARTNERSHIP SUCCESSES
Partnerships throughout HUP mold and shape the landscape of the institution. A few of the concepts needed in order to have successful partnerships as stated by McCloskey and Maas 3 are the sharing of successes and failures, support in joint ventures, and sincerely applauding successes and failures. These concepts are at the core of the successful partnerships that have been created. Notable partnership successes and challenges that warrant recognition include the following.
Postoperative glycemic control initiative
A heterarchial partnership exists on the 35-bed postsurgical cardiovascular unit. Through the emerging authentic leadership of the Unit Council, an interdisciplinary partnership was easily formed to develop evidence-based postoperative glycemic control practices. Within a few months, the procurement of needed equipment to accurately measure blood glucose, practice guidelines to adjust staffing ratios on the basis of increased acuity, a preprinted interdisciplinary plan of care, and a redesign of patient education materials, including glucose monitoring device information and instructions to teach self-injection and finger stick testing procedures, were accomplished. The achievement of world-class patient care was actualized through the use of the HUP-NEPP model.
Surgical intensive care unit team
The surgical intensive care unit (SICU) is a 24-bed surgical intensive care closed unit devoted to the care of the critically ill trauma patient. It is staffed by critical care intensivists, nurse practitioners, clinical nurses, and other therapists. This SICU cares for the sickest of the sick. For the last 2 years, the Beacon Award has been awarded to this unit based on the concepts of the American Association of Critical Care Nurses (AACN) healthy workplace environments. This award cannot be achieved without excellence in partnerships. These partnerships are long-standing and have been established on the basis of vision, creativity, innovation, equal empowerment of partners, and mutual respect. Change and complexity are embraced as everyday challenges and overcome to the height of excellence in professional practice and patient care. Outcomes are impressive; the national mortality in the SICU is one-third of the national norm and has been sustained for the past 3 years.
PARTNERSHIPS AT THE NEXT LEVEL OF COMPLEXITY
Through the innovation of the HUP-NEPP model and the lived reality of its existence, Magnet designation was achieved in 2007. Early adoptive partners, that is, chief medical officer and chief executive officer, perceived the models to be a key component to transforming the patient care culture. The perceived attributes, the relative advantage, and the compatibility 4 of the HUP-NEPP model to the hospital's mission and values created a convergence of "like minds" and the evaluation of 3 unique complex alliances that now are transforming an entire organization.
The first alliance is a formalized partnership between the CNO and the CMO. This structure is hierarchical in design and hence demonstrates that the newness of ideas and the message contents give diffusion its special character; however, the newness indicates uncertainty and lack of predictability. 4 In these circumstances, a hierarchical approach provides structure, direction, and a framework for the future heterarchial decision making.
The HUP-NEPP model has applied its tenets of partnership to 3 unique complex alliances within the organization:
• The first alliance is a partnership between the CNO and the CMO.
• On the clinical units, a "Unit Clinical Leadership Model" was implemented, consisting of a troika partnership of nurse leader, physician leader, and quality coordinator.
• Across the organization, the shared governance model developed by nursing was taken up more broadly across the hospital.
The CMO/CNO partnership
At the heart of the partnership between the nurse and the physician are the bond of "shared risk"and the strength of "complementarity." These bring to bear a level of working together that goes beyond the notion of collegiality or collaboration. The nurse and physician, for example, are at legal risk together for the care of the patient. And each brings distinctive skills to their partnership at the point of care. This complementarity promotes quality-for example, when the excellence of one side stimulates the excellence of the other.
The HUP CNO marshaled this kind of partnership with the HUP CMO. They worked together to develop clinical strategy for the organization and they spoke with a united clinical voice. The CNO, to give just one example, put Magnet status on the table as an essential element of clinical strategy for the health system. By demonstrating the links between Magnet and patient outcomes, the CNO (with her CMO partner) steered the health system to see the connections between its standing in the marketplace and the quality of the working environment for clinical nurses (and others) on the units. HUP received Magnet status in 2007. The strength of the nursing environment, and its role in comparable care across the units of the hospital, has continued to serve as a springboard for HUP's ambitious clinical goals and agenda.
Speaking with a united clinical voice in the development of this and other strategies took many forms, some big and some small. The "small" ways were often the most effective. The CMO and the CNO, for example, signed memos together, presented together in a variety of venues, and sat beside each other at the head of the table.
Unit clinical leadership---Partnership at the sharp end of care
The CNO and her CMO partner united with their counterparts at the other hospitals in the 54 NURSING ADMINISTRATION QUARTERLY/JANUARY-MARCH 2010 University of Pennsylvania Health System to develop a "unit clinical leadership model" for the health system. At the heart of the model is a leadership troika at the unit level-pairing a nurse leader with a physician leader to manage the unit, joined by a quality coordinator who brings real-time data to the mix. Units have always had nurse managers who run the unit; now they are joined by a physician who devotes 4 to 5 hours a week to that role. In addition, a dedicated quality coordinator completes the leadership troika. For University of Pennsylvania Health System, this serves as the accountability mechanism to implement clinical strategy on the units-at the sharp end of care.
The partnership shows up in the work the unit leadership troika does together. It is a partnership of everyday action, not just words. The leadership troikas have focused at first, on 4 core activities: a weekly operations meeting to review metrics and plan ahead; interdisciplinary rounding, orienting house staff; and 2 improvement projects each year, which are aimed at health system objectives such as reducing hospital-acquired infections.
Resourcing the unit clinical leadership model-with its far-reaching implications for University of Pennsylvania Health System clinical strategy-falls primarily to nursing leadership. Nursing holds the budgets and controls the staffing on the units. To leverage the leadership troika and allow them to focus on quality goals, the unit clinical leadership model establishes a robust staffing infrastructure. The units will have patient/staffing ratios of 5:1 for RNs and 10:1 for certified nurse assistants, educational support from a clinical nurse specialist for 20 hours per week, a charge nurse focused on traffic control for the unit (no individual patient duties), and an assistant nurse manager to provide continuity and strategic perspective during evening hours.
Extending shared governance to the rest of the organization
A third partnership has taken the form of extending the nursing shared governance model to other disciplines within the hospital. For nurses, shared governance had focused and amplified the nursing voice, giving it weight in the institution's strategic conversations. Nurses had established a structure of unit-based councils and other venues to make decisions about clinical care, quality improvement, and nursing practice.
HUP senior leaders, attracted by the impact of nursing shared governance and its role in promoting interdisciplinary collaboration and performance improvement, wanted to take the concept across the hospital. Working with the CNO and others, HUP adapted the nursing model to a broader set of constituenciesdeveloping departmental councils and setting up training. To unify the diverse departments, HUP decided that the common thread would be "creating an ideal patient experience." Each department was responsible for identifying what that would mean from its perspective and developing the metrics to gauge progress.
To focus attention on shared governance and make sure it was taken seriously, the incentive program for each of the COO's direct reports included a goal for shared governance. The structure of the hospital shared governance model was established over a period of 6 months; training was provided for those who would be leaders in the shared governance councils. To date, there are 8 nonnursing departments on a learning journey and still growing.
SUMMATION
Nurturing a partnership from the beginning can be time consuming and costly but greatly increases the likelihood of positive outcomes with improved patient and nurse satisfaction. In order to provide world-class patient care in a complex organization, every department has to focus on the goal. Partnership at HUP means being on the same level as other partners in a heterarchial model where all are empowered to hold a stake in world-class patient care. Authoritarianism is not an easy concept to release, especially in institutions that have followed a paternalistic doctrine for decades-but it is possible to have effective partnerships and alter the old way of doing things, given the effort, commitment, collaboration, communication, trust, and respect of the relationship of authentic leaders with their employees.
Having a clearly defined goal and commitment to the goals of the partnership are essential. Goals need not be directly measurable but there need to be elements that can be measured indirectly. For example, at the HUP, world-class patient care is our goal. Indirectly, we measure this goal by nursing-sensitive outcomes.
Our national designated centers and programs of excellence rely on the interdisciplinary partnership among nurses, physicians, and other healthcare disciplines to accomplish excellence in patient care and quality outcomes. Through our described unique partnerships, we are at the cutting edge of innovation and have a shared vision to transform healthcare in the 21st century.
